Introduction
The global maternal mortality burden is highest in south-east Asia and sub-Saharan Africa and jointly they contribute about 85% of the burden (WHO, 2012) . In Nigeria, maternal mortality ratio is still high currently at 545/100,000 live births (NDHS, 2013) . This High ratio straggled in Nigeria with substantial variation across its region (Olatunji and Sule-Odu 2001, Tukur, Jido et al. 2008) . According to DHIS (2016) the maternal mortality in Niger State is 452 per 100,000 live births and the major causes are obstetric hemorrhage, eclampsia, obstructed labor, and infection which are largely preventable. Lack of skilled birth attendant could be considered as one major factor in maternal and infant morbidity and mortality (WHO, 2005) .
In line with this, Gabrysh and Campbell (2009) recommended access to skilled birth attendant so that complications of pregnancy and childbirth are recognized early and referral to the next level of care. Similarly, Kebede, Gebeyechu and colleagues (2013) stated that one of the manifested intervention to reduce maternal morbidity and mortality is facility -based delivery. This is because the proportion of having facility birth is closely related to delivery with skilled assistance. In Nigeria, skilled birth delivery has not improved much (NDHS 2013) . Despite, clear evidence of the benefit of facilitybased delivery, home deliveries is still the cheapest options in low resource settings. Since the birth of safe motherhood initiative program in Nigeria in 1987, several other initiatives have been done in our country to improve access to maternal care; these initiatives have contributed to much more access to antenatal care than access to hospital delivery. Maternal morbidity and mortality remains a public health challenge, and this is closely linked to non-institutional delivery. Previous studies alluded evidences on factors contributing to non-institutional delivery service utilization which was consistently been linked with low education, socioeconomic status as well as physical barriers like long distance or bad terrain to health facilities. See for example, (Brieger, Luchok et al. 1994; Bolam, Manandhar et al. 1998; Amooti-Kaguna and Nuwaha 2000; d'Ambruoso, Abbey et al. 2005; Borghi, Ensor et al. 2006; Bohren, Hunter et al. 2014) . Several studies have been done globally regarding factors that affect facility -base delivery, and no studies have been done in Niger State to determine the low utilization of facility for delivery. This study is therefore meant to find out factors that prevent delivery in health facilities among pregnant women in Niger State and knowing these factors will help to improve delivery in health facilities and will be useful for the community, district and regional level in planning, implementing and evaluating various interventions related to research findings to reduce maternal mortality rate across the state.
Data and Methods

Study design and setting
The research is a descriptive crosssectional study carried out across the 25
LGAs of Niger State North Central of Nigeria. Quantitative approach was adopted for the study. A pretested selfadministered questionnaire in English language was use to collect information on women of reproductive age that delivered in the last 2 years. Medical personals were trained as survey assistants to assist respondents that cannot read or write to complete the questionnaires.
Sampling Strategy, Data Management and Analysis
Niger State is comprised of 3 geopolitical zones, which in turn comprised of 25 Local Government Areas ( This was increase to 420 to allow chance of fallout. Proportionate stratified random sampling was used to select the participants. The state is divided into 25
LGAs and 274 political wards. The political wards represent a stratum. From each stratum, a settlement and a household are randomly selected and finally the participants are selected using the systematic nth number of every third woman. The inclusion criteria were women that delivered within last 2 years. The data was analysed using statistical package of social science (SPSS) version 20.
Results
The socio-demographic characteristic of the respondent for these studies includes age, ethnic and religious affiliation, educational level, occupational and marital status. A total of 408 women with children less than 2 years were enrolled for the study, they were within the age of 17 and 47 years. The median age of the respondents was 28 years (Std 5.479) and the majority of them were mothers (81.3%) between 21 and 35 years, 6 of the respondent don't know their age, see table 1. More than half (62.4%) of the respondent don't have any formal education, whereas 12%, 18% and 7% have primary, secondary and tertiary education respectively. About 55% of the respondents were unemployed, about 45% were either self-employed or employed by the governments. More than three quarter of the respondents are Muslim (82%) and married (96%). And about three-quarter of the respondents belong to the major ethnic affiliations of the state (Nupe 33%, Hausa 23%, Gwari 18%) and nearly one quarter of the respondents are from other ethnic background.
The proportion of antenatal service utilization
Table 1 also showed that out of the 408 women sampled 86% have attended antenatal at least ones, with median visits of 4. For those that did not visit ANC, 42 % of them didn't see the importance of doing so, 24% did not attend because of long distance of health facility from their homes. 22%, 6% and 4% did not attend ANC because of high cost of service, bad behavior of health worker and husband refusal respectively see figure 1 .
The proportion of health facility base delivery service utilization
Only 42.8% of the respondents delivered in the health facilities. More than half of the respondents delivered either at their homes, at the traditional birth attendant (TBA) home or even at the health workers home, see figure 2 . Table 2 also showed that about one-quarter of the respondents admitted to have delivered where they did not intended. And the majority of them (77%) intended to deliver in the health facility. Finding from figure 3 showed that 45.1% of those that deliver outside the health facility (representing 18.1% of the total respondents), do so because of sudden onset of labor. Other reason for lack of facility deliveries are shown in figure 3 . If a woman is referred to a district hospital, 44.8% used public transport, 44.6 used own transport, only about 0.7% of the respondents benefits from ambulance referral and 4.7% of the respondents used other means of referral such as walking. 
Predictors of health institutional base delivery utilisation
The sociodemographic correlates of women utilisation of place of delivery is presented in table 1. Chi-square was used to test association between the covariates and dependent variables. The factors that tends to have a significant difference with facility based delivery include having education (p= 0.000) when compared to no formal education or less education, been employed (p= 0.005) either by the government or self-employed when compare to unemployed status. Those that attended antenatal clinics (p=0.000) are more likely to deliver in the hospital than those who do not attend. Those of Nupe affiliation (p=0.008) are more likely to deliver in the health facility than Hausa and Gwari. No association was found between religion (p=0.997), ethnic affiliation, marital status (p=0.631) and place of delivery.
Discussion
This study showed high coverage of ANC (86%) and moderate facility-based delivery utilization (42.8%). The clear difference in the ANC and hospital delivery utilization is similar to the findings in Envuladu et al. (2013) where ANC is about 74% coverage and 39% women prefer home delivery. The percentage of home deliver are also similar with the findings in Ilesha, Nigeria (44.2), Rural Zambia (57%) and even higher values in Kenya. This further substantiate that women in developing countries still prefer non -institutional delivery. However, the value of facility delivery in this study is higher than the value of NDHS, (2013), this difference could be that not only that free delivery initiatives was started by the Niger State Government about a year prior to this research and but also because a lot of contributions had been made to change the awareness of women and communities on utilization of institutional delivery.
This study also found out that, utilization of facility based delivery depended on the circumstance around labour. Sudden onset of labour was found to be strongly linked with home delivery, the finding is similar with findings in (Mrisho, Schellenberg et al. 2007; Moore, Alex-Hart et al. 2011) . The ability to detect labour early may be a major factor in determining where the women deliver and this is an essential skill received routinely during antenatal visits.
Frequency Percent
Was that the place you intended to deliver According to Egharevba, Pharr et al. (2017) when labour allowed time for women to get to a healthcare facility, they are more likely to deliver at a healthcare facility.
Other causes of preference of home delivery are lack of transport to health facility (12.2%), poor believe to modern medicine (13.4%), high cost of services (11%), long distant to health facility (10.4%), bad behavior of health workers (6.7%) and others (1.2%). This is similar to finding at different time, see for example (Brieger, Luchok et al. 1994 , Bolam, Manandhar et al. 1998 , Amooti-Kaguna and Nuwaha 2000 , d'Ambruoso, Abbey et al. 2005 , Borghi, Ensor et al. 2006 , Bohren, Hunter et al. 2014 ). Increased maternal education was significantly associated with facility based delivery this is consistent with previous findings, see for example (Duong, Binns et al. 2004 , Onah, Ikeako et al. 2006 , Dhakal, Van Teijlingen et al. 2011 , Egharevba, Pharr et al. 2017 . This is possible not only because education can help people to understand and appreciate the importance of healthcare facility delivery but also because education can influence hospital delivery through its effects on socioeconomic status that can influence the ability to afford transport to a healthcare facility during labor.
Conclusion
Despite the high ANC utilization found in this study, the proportion of women who used health facility for delivery is low, and the major factor responsible was sudden onset of labor, which is usually due to lack of planning stemming from low quality antenatal care. Other hindering factors are lack of transport to health facility, long distant to health facility, bad behavior of health workers, poor believe to modern medicine, high cost of services. On the other end factors promoting facility based delivery were education, occupation, ethnic affiliation, use of ANC. To improve facility based delivery, ANC should be well package with robust information for the attendees and education should be provided on how to detect labor signs early and to seek early care in labor, encourage them to prepare for childbirth financially and psychologically. For women to be embroil in decision making process concerning their health, empowerment in the form of education and self-sufficient should be promoted.
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Figure 3. Reasons for not delivering in the health facilities
